56 Turner and Reynolds: Paths of Infection to Brain, Meninges, AVith regard to the discrepancy between X-ray examination and transillumination, there was a broad distinction to be made. In the case of the frontal sinus, transillumination was of no value, but in that of the antrum it was very valuable indeed. He (the speaker) would urge general practitioners to use transillumination and learn what it could show, as much as the laryngoscope and the stethoscope, in the interests of the specialist rather than against them.
[The paper will be published in extenso in the Journal of Laryngology and Otology, 1926.] [ABSTRACT.] PATIENT, a male, aged 33, was admitted to the Ear and Throat Department, Royal Infirmary, Edinburgh, under the care of Dr. G. Ewart Martin. He was suffering from chronic nasal obstruction and postnasal discharge due to the presence of bilateral mucous polypi. O-L 2 * On August 22 the polypi were removed and the ethmoidal cells exenterated on both sides. On the afternoon of the 23rd, the patient complained of severe headache and his temperature rose to 1O3'8 F. On the 24th, the cerebro-spinal fluid was turbid; a pure growth of the Pneumococcts was obtained from the fluid. The patient became unconscious and died on the evening of the fifth day after operation.
Autopsy revealed a diffuse purulent basal leptomeningitis; the Pneumococcuts was obtained from the pus in the meninges.
After decalcification of a block of bone comprising the olfactory areas of the nose, cribriform plates, ethmoidal and sphenoidal air-sinuses, serial sections were made in the coronal plane.
The microscope revealed the following pathological conditions:
In the olfactory nasal mucosa, an acute infection was superimposed on a chronic inflammation ; in the right nasal cavity the perineural lymphatic spaces of the olfactory nerves in the septal mucosa were dilated and invaded by numerous polymorphonuclear leucocytes, and the pus was continuous with that in the pia-arachnoid s)aces. In the left nasal cavity the olfactory nerve fibres had disappeared and the canals thus formed were full of pus.
In the ethmoidal air-cells on both sides, the superficial portion of the mucous membrane showed a clhronic infective process with early acute changes.
In both sphenoidal sinuses, the mucous membrane showed recent acute inflammatory changes.
The cavernous blood-sinuses contained non-infected post mortem blood-clot. The l)ia-arachnoid membranes were infiltrated by pus. During the operation, injury to the olfactory mucous membrane had opened the lymph sheaths of the olfactory nerves. In the nasal mucous membrane an acute inflammation was superimposed on a chronic process, and the infection had passed up the olfactory neural tracts and spread to the pia-arachnoid spaces round the intradural portions of the olfactory nerves, thus causing a leptomeningitis.
Discussion. Mr. J. A. GIBB said that he had been in the habit of removing half or the whole of the middle turbinal, and then proceeding to the ethmoid cells, and he wondered whether any other route would be safer. He had operated on a large number of these cases and so far had experienced no cerebral complications.
Dr. PATRICK WATSON-WILLIAMS said that many years ago he had operated on a case of chronic sinusitis with extensive polypoid degeneration and the patient had died of meningitis. He was certain that he did not injure the cribriform plate and was driven to conclude that the infection had travelled by way of the venules. (There was no post-mortem examination.) It seemed to show that, in cases with infective disease involving the upper ethmoid region, it was better to fail in producing a complete cure than to run the risk of approaching too near to the roof of the nasal passages, not for fear of direct injury to the cribriform plate but owing to the risk of the opened lymph-vascular channels conveying infection to the sub-arachnoid space.
Mr. HERBERT TILLEY said that questions had been raised as to how one could incur the minimum risk in operating on the ethrnoidal region, as surgical intervention was being carried out on it with increasing frequency. It was recognized that if nasal polypi were to be cured, the inflamed bone from which they grew nlust be removed, and this brought one into the neighbourhood of very important structures. The fundamental position to be taken up by the surgeon was, that in order to avoid risk he miust keep on the outer side of the level of attachment of the middle turbinal. So far he had not had a fatality in ethmoidal operations, and he exhibited two instruments which, in his hands, seemed to minimize risk and yet enabled one to grasp the diseased tissue and remove it. Sir JAMES DUNDAS-GRANT said it was important to keep in mind the fact that there were cases of meningitis secondary to disease in these sinuses, apart from a preceding operation. One might be on the verge of such meningitis when starting an operation, and the surgeon was apt to blame himself for results which might have been due to pre-existing factors beyond his scope. When severe headaches and much disturbance were present, it might be advisable to perform an exploratory lumbar puncture before operating. In Dr. Turner's case the fluid might have been turbid before the operation. He directed attention again to Cordes' forceps which he had shown earlier in the afternoon; they reduced the risk of tearing to quite the minimum, and he considered it of great importance that the instruments employed should cut and not tear.
Dr. JAMES ADAM said that Dr. Turner's communication helped to explain a death he (the speaker) had had in the case of a lady from whom he remooved polypi. There was a somewhat similar history. He did not know what the organism was, but it was noteworthy that in Dr. Turner's case the infection was pneumococcal. The author's suggestion that rupture of the cribriform plate was not necessarily fatal was confirmed by a case in which he (Dr. Adam) had experienced this contretemlps during an operation on the ethmoid and in which there was escape of cerebro-spinal fluid. He painted with iodine, did not pack and did not allow the patient to lie down for three days. The patient reeovered.
Sir STCLAIR THOMSON said it was recognized by rhinologists that there were three lines of infection through the nose, one of which Dr. Turner had dealt with. The first was from traumatic fracture of the cribriform plate; the second was a vascular infection, and the third-which had just been so admirably dealt with-along the sheath of the olfactory nerves. It should still be realized that this infection was not so uncommon as Dr. Turner seemed to regard it, because such cases were not often published when they occurred. He had had two, but had not had any since those early days of twenty-five years ago. Mosher pointed out that the particular danger zone was a posterior ethmoid cell, far back, whence one could easily enter the cerebral cavity. As Dr. Turner pointed out, the great thing was to keep outside the middle turbinal; and it was better to enter the orbit than the cerebral cavity. This area was on a level with the inner canthus of the orbit, and by touch, and by watching where the patient's head was, one could keep below that level and outside the attachment of the middle turbinal.
Dr. WV. H. KELSON (President) asked what were Dr. Turner's views in regard to packing the nose. For many years he himself had taught, and believed, that packing should be used as little as possible there, and he was glad to hear that Dr. Adam held similar views. In his earlier cases there was occasionally a rise of temperature, and that occurred much more frequently when the nose was packed. He did not now pack if it could be avoided.
Dr. LOGAN TURNER (in reply) said that the olfactory branches were not distributed over the middle turbinal, though he had seen the statement made in Gray's " Anatomy" that they did so. If, in operating on the ethmoid cells, one removed the middle turbinal, and then worked laterally, the olfactory branches should not as a rule be torn. The nasal cavities in the case just demonstrated were not packed after operation. He (the speaker) said that there was no evidence of meningitis before the operation. He was interested in the fact that the patient had a chronic inflammatory condition of the olfactory mucosa. He and Dr. Reynolds had formed the opinion that the perineural sheaths had been torn, that the Pneumnococcus had obtained entrance, and that the inflammation had spread rapidly up the sheath.
The Role of the Lymphatics in Laryngeal Disease; and the Role of the Larynx in Lymphatic Disease. By JOBSON HORNE, M.D. DR. JOBSON HORNE said that it was more that twenty-five years ago that the lymphatic supply of the larynx appeared to him to be an open field for research.
In 1901 and 1903 he published in the Journal of Laryngology' some of those researches.
The time had come for co-ordinating results, and the following is a summary of clinical and pathological deductions from his own researches.
1" The Larynx, a Site of Infection in Certain Diseases of the Lymphatic Glands kTnown as Lymphadenoma, Lyniphosarcoma, Tuiberctlous Lymphadenitis, &c.; and a Note on Primarv Tuberculosis of the Organ," Journ. Laryng., Rhinol. and Otol., December, 1901, p. 684. " The Upper Respiratory Tract as a Source of Systemic Infection," Journ. Laryng., Rhinol. and Otol., November, 1903, p. 572. Being Introductory Remarks to a Discussion in the Section of Laryngology and Otology of the British Medical Association Annual Meeting at Swansea, July, 1903.
